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Abstract
Daigle, Rosaire Patrick. Ph.D. The University of Memphis. August, 2015.
Assessment of Post – Traumatic Stress and Suicide Potential in a Corrections Population.
Major Professor: Douglas C. Strohmer, Ph.D.
Post-traumatic stress disorder (PTSD) is found in 8.7% of the general population
in the United States. Inexplicably, PTSD is virtually ignored in the United States penal
system despite the high comorbidity of suicidal ideation associated with the disorder.
Furthermore, the reading level of current instruments utilized to measure PTSD and
suicidal ideation in the penal system may be inappropriate since over 14% of inmates
enter prison after having only completed at most only 6 years of formal schooling. The
purpose of this dissertation is to address this deficit by developing scales with an
appropriate measure of PTSD and suicide potential in an incarcerated population. These
scales utilize wording at or below the 4th grade reading level. The scales exhibit solid
psychometric properties, as demonstrated by internal consistency, concurrent validity, and
construct validity. Participants (n = 406) were drawn by soliciting volunteers from the
population of inmates at a mid-southern regional prison. The Post-traumatic Checklist,
Civilian version was used to measure PTSD, the Columbia- Suicide Severity Rating
Scale, and the Personality Assessment Screener to measure suicidality. The Beck Anxiety
Inventory was used to measure symptoms of anxiety. These instruments were
administered in order to demonstrate the concurrent and discriminant validity of the new
scales.
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Chapter 1
Introduction
In the 1970s, a majority of states began the process of deinstitutionalizing individuals
with mental illness. Between 1969 and 1981, the number of inpatient psychiatric beds in
the United States decreased by two thirds, and the population of the individuals with
mental illness within the prison system increased dramatically (Teplin, 1984). The
population of the individuals with mental illness who are incarcerated continues to grow.
Torrey and colleagues (2010) found that the percentage of the mentally disordered in
prison increased from 6.4% in 1983 to an estimated 16% in 2010, with three times more
individuals with serious mental illness residing in jails and prisons than in hospitals.
The high prevalence of mental illness among prisoners has served to strain the
resources of the penal system (Steadman, Osher, Robbins, Case, & Samuels, 2009). As a
result, numerous offenders with mental disorders fail to receive proper treatment (Rich,
2009). In part, this is due to a lack of appropriate assessment instruments being used
consistently during the intake process and throughout offender incarceration. As many as
60% of inmates have at least one lifetime psychiatric diagnosis that is not addressed
during imprisonment (Ford, Trestman, Wiesbrock, & Zhang, 2009).
It is well known that the prevalence of mental illness is much higher within the
correctional system than in the general non-incarcerated population (Fazel, Xenitidis, &
Powell, 2008; James & Glaze, 2006). Despite possibly experiencing psychopathology at
the time of sentencing and potential deterioration in mental status as a result of the
stressors inherent in incarceration, only a small percentage of inmates with mental
disorders receive treatment (Ostermann & Matejkowski, 2012). Furthermore, the
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prevalence of intellectual disabilities (ID) in inmates is much higher than in the general
population (Trestman, Ford, Zhang, & Wiesbrock, 2007). Whereas lack of assessment
and different methods of classification and reporting make the exact prevalence of
individuals with ID in the corrections population, some reports indicate rates as high as
30% (Scott, 2009). Estimates of mental illness within the correctional system as a whole
also vary as a result of different research and data collection methods (Adams &
Ferrandino, 2008), more than half of those housed in municipal or regional facilities are
likely to have mental health issues (James & Glaze, 2006).
Inadequacies of Mental Health Assessment in Prisons
Arguably, one of the populations most in need of appropriate psychological
assessment practices is prisoners. Worldwide, there are approximately 10 million people
imprisoned, with the highest rate of incarceration occurring within the United States
(Fazel & Seewald, 2012). According to the United States Bureau of Prisons (2013), the
current number of inmates in the United States is over 2 million, with over 750,000 of
these inmates housed in municipal or regional facilities. Structured measures of
psychopathology are seldom used for classification or making treatment
recommendations in penal institutions. There is also a disparity among the measures used
in correctional settings, with a majority of facilities failing to use psychometrically
validated instruments (Hill, 2004). In addition, most of the instruments used may not be
appropriate for the entire population of people with mental illness in prison, since many
inmates display limitations in education and intellectual ability. Such limitations have the
potential to make instruments that are at a comprehension level beyond the capabilities of
the tested invalid. . Current instruments such as the Minnesota Multiphasic Personality
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Inventory- 2 (MMPI-2; Butcher, 2001) and the Millon Clinical Multiaxial Inventory-III
(MCMI-III; Millon & Davis, 1997) are at reading levels of 8th grade and higher.
The prevalence of inmates with an intellectual disability has been found to be as high
as 20% of the corrections population, with an additional 30% falling in the borderline
range on the full scale intelligence quotient (FSIQ) (Trestman et al., 2007). Greater than
75% of adult and juvenile offenders have experienced the failure of a grade or dropped
out of school (Sanders, 2010). Furthermore, 68% of inmates did not graduate from high
school prior to incarceration, and over 14% enter prison after having only completed the
6th grade or less (Harlow, 2003). Therefore, standard personality instruments may not be
appropriate for determining psychopathological issues in the offender population due to
inappropriate reading level and a lack of norms for prisoners.
Failure to provide proper mental health assessments to offenders has been and remains
rampant throughout the country. In testimony before the Senate Judiciary Committee,
Assistant Attorney General, Samuel Bagentos of the Civil Rights Division of the
Department of Justice (2009) stated that after an investigation of mental health treatment
in jails and prisons “We have discovered deficiencies in mental health treatment at every
phase of incarceration, from initial intake and screening to services provided throughout
an inmate's incarceration.” (p.1)
Depriving prisoners of mental health treatment is a violation of the Eighth
Amendment which prohibits cruel and unusual punishment (Farmer v. Brennan, 1994).
The Eighth Amendment of the United States, stipulates, “Excessive bail shall not be
required, nor excessive fines imposed, nor cruel and unusual punishments inflicted.”
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In 1958, Supreme Court Chief Justice Earl Warren opined: "The [Eighth] Amendment
must draw its meaning from the evolving standards of decency that mark the progress of
a maturing society" (Trop v. Dulles, 1958). This finding was reinforced in the case of
Texas inmate J.W. Gamble in 1976 (Estelle v. Gamble, 1976) when the court deemed the
failure to provide adequate medical care was a violation of the Eighth Amendment.
Furthermore, in 1994, the Supreme Court determined that this protection extended to
providing for the safety of inmates whose behavior or appearance made them vulnerable
within the correctional system, specifically persons with mental illness (Farmer v.
Brennan, 1994). The court’s ruling made it clear that it is not an inmate’s responsibility to
report a potentially problematic issue, largely due to the nature of mental illness, which
may prevent the inmate from being aware that a problem exists. The responsibility rests
with the correctional facility. Moreover, an inmate need not wait until harm is suffered
for this constitutional right to be considered violated. For the protection of the individuals
with mental illness, other inmates, and staff in a correctional facility, appropriate mental
health diagnostic measures are imperative. Lack of treatment also increases the
probability of harm inflicted on self or others (James & Glaze, 2006), and recidivism
(Morgan et al., 2012).
Assessment
Sound assessment is key to providing mental health services. Structured personality
inventories are widely used in a variety of settings by mental health professionals to
assess clients’ beliefs, attitudes, psychopathology, and to predict behavior (Gibby &
Zickar, 2008). Such measures have repeatedly shown validity in assessing personality,
emotional problems, and psychopathology (Meyer et al., 2001), and in aiding clinicians
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in making diagnostic decisions. The purpose this study was to develop post-traumatic
stress disorder (PTSD) and suicide potential (SP) assessment instruments suitable for use
in the corrections setting. These scales are being created as part of a larger project, The
Prison Assessment Project (PAP), in order to address the inadequate mental health
assessment of those with and without intellectual disability within the prison system.
The PAP seeks to address the grievous lack of appropriate assessment measures
within the penal system. To do so, the PAP has developed a multi-dimensional structured
personality inventory for the inmate population by renorming the Emotional Problems
Scales- Self Report Inventory (EPS; Prout & Strohmer, 2010) and enhancing it to
specifically address constructs that play a key role in the mental health of offenders (i.e.,
PTSD, suicide potential, and substance abuse). The primary purpose of this project is the
development of an instrument that will be efficient and effective enough to be a viable
intake-screening tool and diagnostic aid for use by correctional institutions, thereby
decreasing the number of inmates who do not receive appropriate mental health
treatment.
The PAP did this by adapting an existing instrument, the Emotional Problems Scale,
for use in a correctional setting, i.e., the Emotional Problem Scales-Corrections (EPS-C).
The EPS was developed to assess emotional problems in a population of individuals with
lower IQs and reading levels. This instrument is made up of six clinical scales: anxiety,
low self-esteem, depression, thought and behavior disorder, impulse control, and total
pathology; and one validity scale: impression management. This instrument has been in
use internationally for many years. Many psychologists have used the EPS in a prison
setting because of the low reading and comprehension level required. However, while the
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scales were developed to assess these problems broadly, the original item analysis and
confirmatory factor analyses were done using an ID (intellectually disabled) population.
Thus, the scales were not specifically developed for the prison population. In addition,
the instrument does not assess three other areas that are vitally important in corrections:
PTSD, suicide potential, and substance abuse.
Given the need and the inadequacies of the current EPS for a prison population, the
second instrument, the EPS – C was developed and is undergoing additional norming,
validity and reliability assessment. The initial item pool (225 items) used in the
development of the EPS – prior to item analysis with the ID population – was used in
development of the instrument. In addition, three scales were added to the instrument –
post-traumatic stress disorder (EPTSD), Suicide Potential (ESUI), and Substance Abuse
(ESUD).
The additional scales were added to address three critically important issues that the
original EPS does not cover, and that other instruments, such as the MMPI-2 and MCMIIII mentioned above, already measure. In contrast to the MMPI-2 and MCMI-III, the new
scales contained in the EPS-C were developed exclusively for a prison population. This
dissertation is focused on the development of the PTSD scale and suicide potential scale,
and is based on data collected for the EPS-C.
The scales were designed based on the Diagnostic and Statistical Manual of Mental
Disorders (DSM–5; 5th ed.; American Psychiatric Association [APA], 2013) and expert
opinion. Items are at the 4th grade reading level or below as determined by the FleschKincaid reading scale and standardized with a prison population. To determine the
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instruments’ validity, they were administered concurrently with validated measures of
PTSD and suicidality and examined for concurrent, concurrent, and discriminant validity.
Post-traumatic Stress Disorder, Suicidality, and Incarceration
According to the most recent findings in the DSM–5, Post-traumatic Stress Disorder
(PTSD) is found in 8.7% of the general population in the United States (APA, 2013). The
sequelae of PTSD include irritability or bursts of anger and a feeling of detachment from
others (APA, 2013), both of which potentially lead to aggressive thoughts and behaviors.
Aggression is the basis for many crimes (e.g., assault, murder, and domestic violence)
and, as a criterion of conduct disorder (APA, 2013), a predictor of incarceration for atrisk youth (Loper, Hoffschmidt, & Ash, 2001). Inexplicably, assessment of PTSD has
been virtually ignored in the United States penal system (Goff, Rose, Rose, & Purves,
2007).
PTSD is by definition, a continuing stress reaction to a past traumatic event. The
American Psychiatric Association (APA) assigns the diagnosis of PTSD to a person who
meets the following criteria and experiences symptoms among the following:
Feeling of detachment or estrangement from others, restricted range of affect
(e.g., unable to have loving feelings)…sense of foreshortened future (e.g., does
not expect to have a career, marriage, children, or a normal life span)…irritability
or outbursts of anger, that… causes clinically significant distress or impairment in
social, occupational, or other important areas of functioning. (pp. 467-468)
Many offenders report having exposure to trauma prior to being incarcerated, with
35% of inmates reporting sustaining an injury as a result of an assault, and 18% reporting
experiencing physical or sexual abuse preceding imprisonment nationally. Trauma
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history, like mental illness (James & Glaze, 2006), may be even more prevalent among
county inmates. Johnson (2006) found 59% of incarcerated males in a county prison
reported experiencing sexual abuse prior to puberty. Furthermore, those who endorse
characteristics of PTSD but do not meet full clinical criteria are also likely to suffer from
psychological distress (Roberts et al., 2012) and to have endorsed aggressive behaviors
and attitudes (Jakupcak et al., 2007).
It has long been held as conventional wisdom that “violence begets violence.”
Childhood abuse and neglect are significant predictors of future violence and arrest
(Maxfield & Widom, 1996), as well as poorer job stability and educational achievement
(Lansford et al., 2007), which are further associated with incarceration (Greenberg &
Rosenheck, 2008; Harlow, 2003). Exposure to firearm violence almost doubles the
chance that an adolescent will engage in violent behavior within two years
(Bingenheimer, Brennan, & Earls, 2005), and Spano, Rivera, and Bolland (2010) found
that youths who were exposed to violence were 84% more likely to engage in repeated
violent behavior. A possible contributing factor to this cycle may be unaddressed trauma
and PTSD symptomology.
The U.S. Department of Justice’s Bureau of Justice Statistics (2005) estimated that as
many as 56% of state prisoners and 45% of federal prisoners have symptoms of serious
mental illnesses. These especially at-risk populations make up a large proportion of the
persons in custody, and their suicide rates are twice as high in prisons as in the general
population (Suto & Arnaut, 2010). Suicide is ranked as the number two cause of death in
prisons, behind natural causes (Dye, 2010). There is a high comorbidity rate between
suicide and PTSD (Najavits, 2002). The especially at-risk population of those who
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experience both SI and PTSD is likely to make up a large proportion of the persons in
custody, and Dye (2010) found a negative correlation between the number of inmates
receiving mental health services while incarcerated and number of inmate suicide
attempts and completions.
The major premise underlying this research was that a potential reason for a lack of
assessment and treatment of PTSD and SI in prison is the lack of availability of
psychometrically sound instruments, and hence under-diagnoses of these mental health
problems. This problem is addressed through the creation of two scales, normed within
the prison population, to provide diagnostic information regarding the presence of PTSD
and SI in inmates. This research addresses the following research questions:
Research Question 1 and Hypothesis 1. Is it possible to develop a scale to assess
suicidality that is at an appropriate reading level for a corrections population and
internally consistent and valid? Hypothesis 1: The Suicide Potential scale will
demonstrate (a) internal consistency, as evidenced by an alpha coefficient of .80 or
higher; and (b) validity, as evidenced by concurrent validity with the Columbia-Suicide
Severity Rating Scale (C-SSRS) of .60 or greater, the suicide scale of the Personality
Assessment Screener (PAS) of .60 or greater, and the Beck Depression Inventory II
suicidality question (BeckSui)(specifically, a smaller but significant and meaningful
correlation), and discriminant validity as evidenced by a lower correlation with the Beck
Anxiety Inventory (BAI).
Research Question 2 and Hypothesis 2. Is it possible to develop a scale to assess
post-traumatic stress disorder that is at an appropriate reading level for a corrections
population and internally consistent and valid? Hypothesis 2: The Post-traumatic stress
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disorder Scale will demonstrate: (a) internal consistency, as evidenced by an alpha
coefficient of .80 or higher; and (b) validity, as evidenced by concurrent validity with the
PTSD Checklist –Civilian version (PCL-C; Weathers, Litz, Herman, Huska, & Keane,
1994) (specifically, a correlation of .60 or higher) and discriminant validity as evidenced
by a lower correlation with the Beck Anxiety Inventory (BAI).
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Chapter 2
Literature Review
The United States has the highest rate of incarceration in the world (Fazel & Seewald,
2012), and in order to provide ethical and humane treatment for suicide and risk factors
for suicide such as PTSD, they must be assessed properly in the penal system, as suicide
is the number one cause of non-natural death in prison (Dye, 2010). However, the United
States Department of Justice has found multiple instances in which assessment practices
in prison are lacking or ineffective (Bagenstos, 2009). This is due in part to the
unavailability of appropriate assessment instruments, and particularly the failure to assess
for PTSD, a major risk factor for suicide (Tarrier & Gregg, 2004).
Current assessment instruments that assess both PTSD and suicidality are at a reading
level that is out of range for the majority of the prison population due to education levels
lower than those found in the general population (Harlow, 2003), and the large number of
inmates who are intellectually disabled (Trestman et al., 2007). This chapter will
examine: a) the problem of suicidality in prisons and descriptive accounts demonstrating
assessment failures; b) a review of the literature which links PTSD and suicide; c)
likelihood of PTSD in the incarcerated population; d) lower reading level and prevalence
of intellectual disabilities within the inmate population; and e) a brief review of the most
widely used instruments and the likely ineffectiveness of such instruments with the
corrections population.
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Suicide in Prison
The World Health Organization (2007) estimated that one suicide attempt occurs
every 3 seconds and one completed suicide occurs every minute. Certain populations
need special attention because of a higher-than-average rate of suicide attempts and
completions. These populations include persons with mental illness, persons with alcohol
or other substance abuse, and persons in custody (Müller-Oerlinghausen, MüserCausemann, & Volk, 1992).
The U.S. Department of Justice’s Bureau of Justice Statistics (2005) estimated that as
many as 56% of state prisoners and 45% of federal prisoners have symptoms of serious
mental illnesses. Of these prison inmates, 74% have history of substance dependence or
abuse. These especially at-risk populations (Wingate, Joiner, Walker, Rudd, & Jobes,
2004) make up a large proportion of the persons in custody, and the suicide rates are
twice as high in prisons than in the general population (Suto & Arnaut, 2010). Moreover,
Mumola and Noonan (2007) found the rate of suicide in county jails to be approximately
four times greater than that of the general population. Suicide is ranked as the number
two cause of death in prisons, behind natural causes (Dye, 2010). There is no question the
suicide epidemic in prison is of great concern, and is particularly relevant to the proposed
research, as assessment practices to identify risk factors for suicide are lacking (Scott,
2009).
The United States prison system has a long history of improper treatment of
individuals within the penal system. However, as a standard of respect for civil rights and
human dignity developed through the civil rights movement (Klarman, 2004) systematic
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changes were mandated for prisoner care. However, the prison system was slow to adopt
this philosophy and as a result a number of legal actions were taken in an effort to protect
one of society’s most vulnerable populations: prisoners, this included protecting prisoners
from self-harm, i.e., suicide.
Prison officials have the duty to protect inmates from self-inflicted injury if the prison
official knew or had reason to know "of a potential suicide risk to an inmate…"(Eze v.
Higgins, 1996). Moreover prison officials are considered to have acted with deliberate
indifference to the risk of suicide when they fail to discover an individual's suicidal
tendencies or could have discovered and been aware of such tendencies (Kelsey v. City
of New York, 2006).
In 1980, as a result of the passage of the Civil Rights of Institutionalized Persons Act
(CRIPA; 42 U.S.C. § 1997), the Special Litigation Section of the Civil Rights Division of
the Department of Justice (DOJ) was given the mandate to investigate claims made of
prisoner abuse. Moreover, the DOJ was granted the authority to initiate lawsuits against
state and local jails and prisons in which DOJ investigations revealed the institutions
were engaging in a pattern of civil rights violations of confined persons. As of 2013,
CRIPA had open cases in the majority of the states and territories within the United
States (Ojp.usdoj.gov, 2013).The following are excerpts from CRIPA findings letters of
current and recent investigations that illustrate the shortcomings in protecting prisoners
from suicide:
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Alabama
Mobile County Metro Jail
“…we identified problems and deficiencies in intake screening; access to mental health
care; assessment, management and treatment of mental illnesses; and suicide prevention”
(Department of Justice Activities Under the Civil Rights of Institutionalized Persons Act,
2009, p. 17).
Florida
Miami-Dade County Corrections and Rehabilitation department (MDCR)
“Incoming prisoners' serious psychiatric needs, including suicidal ideation, go
unidentified and unaddressed due to MDCR's deficient intake screening process.
Deliberate indifference to a prisoner's serious medical needs violates the Eighth
Amendment” (Department of Justice Activities Under the Civil Rights of
Institutionalized Persons Act, 2011, p. 6).
Escambia County Jail
“...missed and inadequate diagnoses, inadequate assessments of prisoners at risk of selfharm and suicide…” (Department of Justice Activities Under the Civil Rights of
Institutionalized Persons Act, 2013, p.13).
Indiana
Lake County Jail
“…inadequate and contradictory initial suicide risk assessments…” (Department of
Justice Activities Under the Civil Rights of Institutionalized Persons Act, 2009, p. 4).
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Louisiana
Orleans Parrish Prison (OPP):
“Suicide prevention measures at OPP are grossly inadequate, resulting in unnecessary
suffering and very likely leading to at least five suicides (Department of Justice Activities
Under the Civil Rights of Institutionalized Persons Act, 2009, p. 3).
St. Tammany Parish Jail
“St. Tammany’s mental health screening and suicide risk practices are deficient in several
respects” (Department of Justice Activities Under the Civil Rights of Institutionalized
Persons Act, 2013, p.6).
Massachusetts
Worcester County Jail and House of Correction
“…the Jail needs to improve the screening and assessment tools it uses to identify
potentially suicidal inmates when they arrive at the facility” (Department of Justice
Activities Under the Civil Rights of Institutionalized Persons Act, 2008, p.27).
Tennessee
Robertson County Detention Facility
…without providing a reasoned and comprehensive evaluation of their suicide risk by a
trained mental health professional (Department of Justice Activities Under the Civil
Rights of Institutionalized Persons Act, 2013, p. 6).
This sampling of findings from the Department of Justice, demonstrates there is a
pervasive pattern of ineffective suicide assessment strategies throughout the penal
system.
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Further complicating suicide assessment in prisons, all inmates, whether they have a
history of suicide risk factors or not, can become suicidal as a result of the stressors
inherent in arrest and initial incarceration (Dye, 2010). However, many penal institutions
rely only on historical data gathered from prisoner reports (Hill, 2004). This makes the
initial formal assessment of suicide risk for those entering prison imperative.
Sarchiapone, Carli, Di Giannantonio, and Roy (2009) discovered that significantly
more suicide attempters, as opposed to prisoners who have never attempted, displayed
particular characteristics that include “history of psychiatric disorder, substance abuse, a
family history of suicidal behavior, convictions for violent crime, had exhibited
aggressive behavior in jail” (p. 343), and higher scores on psychological measures of
aggression. However, situational factors also play a role in suicidal ideation and
completion in the incarcerated population (Anno, 1985). Whereas the assessment of
historical risk factors is important, assessment of current level of distress and suicide
ideation is necessary (Rudd, Cukrowicz, & Bryan, 2008). Furthermore, continued
screening is important to monitor changes in thoughts of self-harm.
The prison context and its role in inmate suicide have largely been ignored (Dye,
2010). Dye (2010) investigated how specific aspects of the prison environment and
inmate composition can further predict risk for suicide in prison. In addition to finding a
positive correlation between the level of security at the institution, the overall inmate
population numbers, and incidents of violence within prison walls, and the number of
suicides in prison, the study revealed a negative correlation between number of inmates
receiving mental health services while incarcerated and number of inmate suicide
attempts and completions (Dye, 2010).

16

Identifying inmates who are at higher risk for attempting suicide and
understanding the risk factors is important for preventing suicide. These risk factors often
include feelings of guilt or shame related to the crime for which they were convicted;
symptoms of anxiety; lack of outside contact; feelings of hopelessness; depressive
symptoms; substance use; and relationship issues (Sarchiapone et al., 2009). Suicide
prevention efforts must include intake screening and ongoing assessment of mental
illness, suicidality, and risk factors in order to respond appropriately to protect suicidal
inmates from self-harm. Screening needs to be continuous as inmates may become
suicidal at any point during their confinement regardless of prior risk factors.
PTSD and Suicide
PTSD, a risk factor that is pervasive in the prison population is associated with suicide
(Kessler, 2000; Kessler, Borges, & Walters, 1999). The prevalence of post-traumatic
stress disorder (PTSD) is higher among the incarcerated population than the general
population (Scott, 2009). Estimates of the prevalence of PTSD range as high as 21% in
sentenced populations (Goff et al., 2007). This is likely due to the much higher instances
of traumatic experiences inmates have had in comparison to the general population
(APA, 2013; Jordan et al., 2002; Urbaniok, Endrass, Noll, Vetter, & Rossegger, 2007).
There is an important and robust relationship between PTSD and suicidal behavior,
including ideation, attempts, and completions, as demonstrated in a variety research
studies (Scott, 2009). Specifically, findings suggest, “more than three times as many
individuals with full PTSD reported current suicidal ideation than those with no PTSD
symptoms” (Marshall et al., 2001, p. 1471). Moreover, PTSD may predict suicide plans
and attempts among individuals who have suicidal ideations (APA, 2013). This
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relationship has been found in both clinical and general populations with a variety of
traumatic experiences, including individuals who experienced natural disasters, intimate
partner violence, and physical and/or sexual assault, as well as veterans, refuges, and
police officers (Panagioti, Gooding, & Tarrier, 2009).
PTSD is significantly associated with suicidal behavior (Kotler, Iancu, Efroni, &
Amir, 2001; Sareen, Houlahan, Cox, & Asmundson, 2005). The relationship between
PTSD and suicide remains even after controlling for socio-demographic and psychiatric
factors (Gradus et al., 2010; Marshall et al., 2001; Sareen et al., 2005). However,
individuals with comorbid disorders associated with PTSD, such as mood disorders
(Gradus et al., 2010), substance abuse, and personality disorders (Panagioti et al., 2009)
are at greatest risk of suicidal thoughts and behavior. Research suggests even individuals
with sub-threshold PTSD symptoms display increased impairment and suicidal ideation,
with increased risk as the number of PTSD symptoms increase (Marshall et al., 2001). In
addition to increased risk of suicide, individuals with PTSD also score highly on
measures of anger and impulsivity, with low scores on social support (Kotler et al.,
2001). Thus, it is important to assess for and address PTSD symptoms in addition to more
commonly known factors associated with suicidal behavior, such as depression,
impulsivity, and social support, in order to reduce the amount of deaths due to suicide.
Past research examining the phenomenon of prison suicide (Fruehwald, Frottier, Eher,
Ritter, & Aigner, 2000; Mumola & Karberg, 2006; Suto & Arnaut, 2010) has led to
identification of potential policy changes to combat and lessen these occurrences
(Konrad, 2007; World Health Organization, 2007). However, assessment of PTSD as a
risk factor has gone largely unexamined or implemented. PTSD is under-diagnosed in
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psychiatric populations in general (Kavakci, Semiz, Kartal, Dikici, & Kugu, 2013) and
has been left almost uninvestigated in recent major studies of mental health in prisons
(Goff et al., 2007; Steadman et al., 2009;Wilper et al., 2009) However, many risk factors
for PTSD such as lower socioeconomic status (SES) and family discord (Cancian, Slack,
& Yang, 2010) are also associated with risk of incarceration (Clear, 2007). This is clearly
problematic because the symptoms of PTSD further increase the likelihood of
incarceration (Ardino, 2012; Donley et al., 2012).
PTSD and Prisoners
The sequalae of PTSD include irritability or bursts of anger and a feeling of
detachment from others (APA, 2013), which potentially lead to aggressive thoughts and
behaviors (Gallaway, Fink, Millikan, & Bell, 2012). Individuals with PTSD are more
likely to engage in reckless behavior, excessive alcohol and drug use, get into verbal and
physical fights, and destroy property (APA, 2013). According to the Federal Bureau of
Investigation, such behaviors are associated with incarceration (2013). Moreover,
previous research has shown a strong association between trauma and criminal acts
(Ardino, 2012; Dutton & Hart, 1992; Foy, Furrow, & McManus, 2011; Ireland &
Widom, 1994; Malinosky-Rummell & Hansen, 1993; Urbaniok et al., 2007; Widom
1999; Widom, Dutton, Czaja, & DuMont, 2005).
Individuals who are incarcerated are likely to have experienced physical, sexual,
psychological, and emotional victimization, either directly or indirectly, as children and
adults (Scott, 2009). The majority of research involving trauma and PTSD and
incarceration has been conducted with juvenile offenders (Desai et al., 2006; Ford &
Blaustein, 2013; Ford, Hartman, Hawke, & Chapman, 2008; Kerig & Becker, 2012;
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Tarolla, Wagner, Rabinowitz, & Tubman, 2002; Welfare & Hollin, 2012; Wilson, Stover,
& Berkowitz, 2009) and is largely focused on the etiology of PTSD in children and
adolescents. However, those who are incarcerated within the juvenile detention system
are much more likely to be incarcerated as adults, therefore childhood trauma appears to
play a role in increasing the likelihood of adult imprisonment (Catchpole & Gretton,
2003; DeLisi, Hochstetler, Jones-Johnson, Caudill, & Marquart, 2011; Gatti, Tremblay,
& Vitaro, 2009; Huizinga, Schumann, Ehret, & Elliott, 2003; McCord, Widom, &
Crowell, 2001).
A pattern of multiple traumatic events in childhood increases the risk for the
development of PTSD exponentially (Breslau et al., 1998) as does the severity of the
traumatic event. This holds true for those who have experienced childhood sexual abuse,
and physical injury (Hayes & Gilbertson, 2012).
Exposure to firearm violence almost doubles the chance that an adolescent will
engage in violent behavior within two years (Bingenheimer, Brennan, & Earls, 2005).
Spano, Rivera, and Bolland (2010) found that youth who were exposed to violence were
more likely to engage in repeated violent behavior and Nader (2013) found adolescent
males who were exposed to the shooting of a peer began to change behavior patterns,
becoming less pro-social, associating with antisocial peers, and seeking out violent
encounters.
Lower SES is another factor that makes the development of PTSD more likely after
experiencing trauma (Scott, 2009). In a recent meta-analysis, Trickey, Siddaway, MeiserStedman, Serpell, and Field (2012) found low social support and poor family functioning
were risk factors for the development of PTSD in children and adolescents after
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experiencing a traumatic event.
African Americans and Latinos are more likely to develop PTSD than their European
American or Asian counterparts (APA, 2013), and are also more likely to be from a lower
SES family (DeNavas-Walt, Proctor, & Smith, 2010). Moreover, there has been a
tremendous historical disparity in the U.S. penal system resulting in the imprisoning of
those of lower SES and individuals from minority races (López, 2010; Mauer & King,
2007; Pettit & Western, 2004). Additionally, residents of inner city urban areas are more
likely to experience trauma and develop PTSD than those in suburban areas (Stein,
Jaycox, Kataoka, Rhodes, & Vestal, 2003). Furthermore, economically disadvantaged
parents are likely to be less able to focus on children’s emotional needs (Bornstein &
Bradley, 2002; Stein et al., 2003) and lower SES households are prone to greater marital
instability (Heaton, 2002) increasing the chances of PTSD. Moreover, those of lower
economic means traditionally have reduced abilities for educational attainment.
Educational Deficiencies and Intellectual Disabilities
Lower levels of education are known to be risk factors for incarceration (Pettit, 2004;
Lochner, 2001). In addition, individuals with intellectual disabilities are also more likely
to be sent to prison than those considered to be in the normal functioning range. These
individuals face additional challenges while within the penal system. Those with lower
reading levels and individuals with disabilities are more difficult to assess properly, and
in addition those with intellectually disabilities are more likely to endorse risk factors for
suicidality (Lunsky, 2004).
Greenberg (2007) found that individuals who are incarcerated have lower rates of
educational achievement across all ages, races, and gender. Moreover, prison inmates
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have lower levels of literacy compared to the general population. Harlow (2003) found
that those who are incarcerated are 2.25% more likely to have dropped out of high school
than the general population, and 33% of incarcerated juveniles read below the fourth
grade level. This has serious implications for appropriate assessment in prison as
currently the only widely used instruments in prisons that assess both PTSD and
suicidality are at a reading comprehension level that is likely to be beyond the abilities of
those being assessed (Hill, 2004).
According to the American Psychiatric Association (2013) intellectual disability is the
impairment of general mental abilities that influence adaptive functioning in three
domains. This includes the conceptual domain (e.g., skills in language, reading, math,
writing, reasoning, knowledge, and memory); the social domain (e.g., communication
skills, empathy, social judgment, and the maintenance of interpersonal relationships); and
the practical domain (competency in meeting job, education, financial, academic, and
personal responsibilities). Such deficits may limit decision-making skills to a degree that
place these individuals had a greater risk for arrest (Seay, 2006). Furthermore, individuals
with intellectually disabilities are more likely to be manipulated by others into
committing illegal acts (Jones, 2007)
It is difficult to determine the exact prevalence of intellectually disabilities in the
corrections population due to the wide variety a methodologies used across studies, but
estimates are as high as 30% (Scott, 2009), Regardless of the exact percentage of those
with intellectually disabilities in the penal system, it is a given that a significant number
of inmates have intellectually disabilities and such individuals are more vulnerable to
traumatic experiences than the higher functioning population.
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Vulnerabilities of the Intellectually Disabled Population
Individuals with intellectual disabilities are more likely to have traumatic experiences
prior to and during incarceration than those without intellectual disabilities (Scott, 2009).
Furthermore, individuals with intellectual disabilities have been found to be 2 to 4 times
more likely to be vulnerable to psychological distress than the general population
(Cooper, Smiley, Morrison, Williamson, & Allan, 2007; Dekker 2002; Einfeld 2006).
Individuals who are at lower levels of development have a reduced ability to cope with
traumatic events (Van der Kolk, 2005). Additionally, lower intelligence has been
associated with reduced ability to avoid traumatic experiences and subsequent PTSD
symptoms in civilian populations (Breslau, Lucia, & Alvarado, 2006) as well as military
populations (Macklin et al., 1998). Children with intellectual disabilities are more likely
to experience negative life events than children without intellectually disabilities
(Emerson & Hatton, 2007). Further, individuals with intellectual disabilities are more
likely to have experienced physical and sexual abuse in their lifetime (Focht‐New,
Clements, Barol, & Faulkner, 2008; Mandell, Walrath, Manteuffel, Segro, & PintoMartin, 2005). As with any population, the presence of PTSD increases the risk of suicide
in the intellectually disabled (Davidson, Hughes, Blazer, & George, 1991).
Risk of Suicidality
Alarmingly, inmates with intellectual disabilities are at more risk for suicidality than
inmates who are in the average functional range of intelligence (Fazel, Cartwright,
Norman-Nott, & Hawton, 2008; Shaw, Appleby, Baker, & Britain, 2003). It has long
been accepted that suicide and suicidal ideation occur within this population (Hurley,
Folstein, & Lam, 2003; Laman, 1988; Lunsky, 2004; Walters, Barrett, Knapp, &Borden,
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1995). Moreover, Merrick and colleagues (2006) reported that suicidal thoughts and
behaviors are not only common within the intellectually disabled population, but reported
that assessment of suicidality in this population has been severely lacking. Furthermore,
Suto and Arnut (2010) noted that suicide rates among inmates with intellectually
disabilities might be higher than recognized due to underreporting. This further
underscores the need for proper assessment measures for the incarcerated population.
Assessment Instruments
A number of instruments have been developed to assess suicide in prison (Perry,
Marandos, Coulton, & Johnson, 2010). However, no instruments have been developed for
the prison population to assess both suicidality and PTSD concurrently. The self-report
instruments that are most in use for prisoner assessment (Hill, 2004) that incorporate
scales to measure PTSD and suicidality are unlikely to be appropriate measures for this
population because of inappropriate reading level and method of development (Clark &
Watson, 1995). The ultimate purpose of the proposed research is to develop scales to
assess for PTSD and suicidality that are appropriate for the corrections population.
In a recent review of systematic suicide risk assessments, Perry (2010) examined the
literature relevant to suicide assessment and prison. The author only considered
instruments that a) used a criterion group of offenders; b) focused on suicide risk; and c)
contained enough psychometric information to determine reliability, and construct and
predictive validity. This review resulted in four instruments that were evaluated for utility
in prisoner suicide assessment. The instruments that met the criteria were the Suicide
Checklist (Arboleda-Florez & Holley, 1988); the Suicide Probability Scale (Daigle,
Alarie, & Lefebvre, 1999); the Suicide Concerns for Offenders in Prison Environment
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(SCOPE; Perry, 2005); and the Suicide Potential Scale (Wichmann, Serin, & Motiuk,
2000). None of these four instruments are considered assessment measures, rather they
are screening tools used to identify individuals who are at risk of self-harm, and require
further evaluation by mental health professionals. Of these measures, only two: the
Suicide Probability Scale (Arboleda-Florez & Holley, 1988), and the SCOPE (Perry,
2005) are self-report instruments. Although these instruments show some promise, none
of them address the construct of PTSD.
The three measure of psychopathology that are most used in correctional settings are
the MMPI-2 (Butcher, 2001), the PAI (Morey, 2007), and the MCMI-III (Millon &
Davis, 1997). Whereas all three of these instruments have been validated in multiple
studies (see Gacono, 2002) in prison populations, there are three major reasons why the
utility of these instruments is questionable. The first is the potential problem of validity
for the instruments use with a prison population. The second is the question of readability
to allow for appropriate understanding of the questions. The third is a practical matter
regarding the resources needed for employing these instruments.
The special circumstances and environment of prisoners make the transferring of a
scale developed for non-prisoners particularly problematic (Correia, 2000; Mills &
Kroner, 2005; Perry, 2005). For example, both suicide and PTSD are often associated
with feelings of guilt (Najavits, 2002; Wingate et al., 2004), and these feeling are
measured by the suicidality and PTSD indicators of the MMPI -2, PAI, and MCMI.
However, by virtue of their circumstances, prisoners are more likely than the average
population to endorse feelings of guilt and being punished (Perry, 2010). This is likely to
affect the sensitivity and accuracy of these instruments when used with this population
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(Correia, 2000).
In their seminal article on scale development, Clark and Watson (1995) stated, “the
language should be simple, straightforward, and appropriate for the reading level of the
scale's target population” (p. 312). This poses a significant problem for the use of MMPI
-2, PAI, and MCMI in a correctional setting. For example, the prevalence of inmates
possessing intelligence (FSIQ) in the borderline range has been estimated at 30%
(Trestman et al., 2007) and more than 75% of offenders have failed a grade or did not
complete high school (Sanders, 2010). Furthermore, over 14% of inmates enter prison
having only completed the 6th grade or less (Harlow, 2003). The combination of these
factors is likely to negatively impact reading comprehension .The reported average
reading level of the MCMI-III is 8th grade, clearly out of reach for a large portion of the
prison population. The MMPI-2 has an average reported level of 6th grade, however
studies have reported actual reading levels are 8 th grade and beyond (Bow, Flens, &
Gould, 2006; Nichols, 2011). The author reported a reading level of 4th grade for the PAI
(Millon & Davis, 1997), however Schinka and Borum (1994) found this to be an
underestimate of the reading difficulty and recommended at least a fifth grade fluency
level. It is important to note that the reported grade levels are a statistical average, so the
actual reading level of many scale items will be higher than the average. Moreover,
according to the 2007 National Assessment of Educational Progress (NAEP), 33% of
fourth graders read below the basic level for their grade, and 67% of fourth graders read
below the proficient level for their grade (Lee, Grigg, & Donahue, 2007). Furthermore,
individuals who are below grade level readers are at greater risk for engaging in
problematic behavior (Elbaum, Vaughn, Hughes, Moody, & Schumm, 2000).
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As a matter of practicality, the MMPI-2, PAI, and MCMI-III may be too resource
intensive to be used in a correctional setting. Each of these instruments is considered to
be a “class c” test of personality. This means that they must be administered and
interpreted by a psychologist or one who has had appropriate graduate training in
personality testing and psychometrics under the supervision of a psychologist. Currently
there is a paucity of trained mental health professionals in the state and local prison
systems (Bagenstos, 2009). As a result these instruments may not be used appropriately if
at all.
Clearly there is a need for appropriate instruments to assess for suicidality with
special attention to the risk factor of PTSD in the corrections population. Suicide is
rampant throughout the penal system, and the lack of proper assessment very likely plays
a large role in the high rates of lethality, and attempted suicide. Current instruments and
practices are not sufficient to alleviate this problem. Current instruments either fail to
address PTSD, or are resource intensive and unsuitable due to inappropriate reading
level.
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Chapter 3
Method
This chapter will consist of five sections that will outline the methodology of the this
study. First, participant characteristics and recruitment will be described. Second, the
psychometric properties of each instrument used in the study will be described. Third,
scale development will be outlined. Fourth, data collection procedures will be described.
Finally, the statistical analysis of scale reliability in terms of internal consistency and testretest reliability, and validity in terms of construct validity, discriminant validity, and
concurrent validity with other instruments will be outlined.
Participants
Participants (n = 406) were drawn from the population of inmates at a mid-southern
regional prison (MSRP). The MSRP houses an average of between 2,500 and 2,800
inmates at any given time. The population is predominantly male (92%) and African
American (85%). The second most heavily represented ethnicity is European-American
(14%) followed by a small segment comprised of other ethnicities (1%). The majority of
inmates at the MSRP are serving sentences for one or more felony convictions (87%). All
inmates are classified at a level that ranges from 1 to 8, with 8 being the highest level of
classification and 1 being the lowest. Those who are classified as level 7 or 8 are
considered to be the most dangerous in terms of potentially violent behavior or escape;
therefore, they are kept separate from the remainder of the population and are kept under
tighter behavioral controls.
Participants were recruited from the population of inmates in the MSRP who are (a)
age 18 or older, (b) prisoners (c) classified as a level 6 or below for security purposes,
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and (d) not under ongoing medical or psychiatric sequestering. Prisoners at a security
level of 7 or 8 were excluded for the following reasons: (a) institutional security, (b)
logistical concerns, and (c) potential perception of coercion by participants. Inmates with
a security level of 7 or 8 must be kept separate from other prisoners and are only allowed
to be out of their cells under direct one on one supervision by a correctional officer. This
precluded these participants from engaging in a group test administration due to the
concern that the direct supervision of a correctional officer could compromise participant
autonomy and right to refuse consent. Those under medical or psychiatric sequestering
were not approached in an effort to ensure that the inmates receive no potential
interruption in care.
Inmates who are already incarcerated and have housing assignments were offered the
opportunity to participate in the study at a morning community meeting by a unit
counselor. The inmates were informed of the general nature of the assessment and the
approximate time commitment desired. The inmates were informed that there is no
special consideration provided to those who participate and no negative consequences
imposed upon those who choose not to participate. In addition, the inmates were
informed that the data from the assessment battery they were being asked to take would
be used only for statistical analysis in developing new scales, and would not be used in
evaluation or treatment of any of the participants. All data were collected confidentially,
and no personally identifying information was gathered except for purposes of informed
consent and assessment of validity. This documentation will be kept separate from the
data in a secure location. Participants received a notebook that consisted of blank pages
for their participation.
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Instruments
The PTSD Checklist (PCL). The PTSD Checklist (PCL) is a self-report measure
consisting of 17 items that correspond with the Diagnostic and Statistical Manual, Fourth
Edition (DSM-IV-TR, 2000) criteria for PTSD. The PCL is most frequently the
instrument of choice for trauma professionals who seek to assess PTSD (Elhai, 2005;
Wilkins, 2012). Uses include screening for PTSD, diagnosing PTSD, and monitoring
treatment efficacy by gauging the current severity of PTSD symptoms (Prins, 2010).
Developed by Weathers et al., (1992), items address symptoms such as intrusive thoughts
(e.g., “Repeated, disturbing dreams of a stressful experience from the past?”), avoidance
(e.g., “Avoid thinking about or talking about a stressful experience from the past or avoid
having feelings related to it?”), and hyper-vigilance (e.g., “Feeling jumpy or easily
startled?”). Respondents are asked to rate the degree to which they felt the symptom on a
5-point scale that ranges from "not at all" to "extremely."
There are three versions of the test: the PCL–M for military use, the PCL-S for
specific trauma, and the PCL-C for civilian use (Weather et al., 1993). The differences
between the versions are in the wording that identifies the stressful experience. The PCLM asks about "stressful military experiences," whereas the PCL-S asks the examinee to
respond concerning a specific identified "stressful experience," and the PCL-C asks
respondents to answer in relation to "stressful experiences” (Prins, 2010).
The PCL was first evaluated for psychometric properties with Vietnam War veterans
(n = 123) and Gulf War veterans (n = 1006). In the study of Vietnam veterans, strong
internal consistency was demonstrated, with an alpha coefficient of .97 for the total scale
with item-scale correlations that range from .62 to .87. Additionally, the PCL correlated
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strongly (.77) with the PK (PTSD) scale of the Minnesota Multiphasic Personality
Inventory-2 (MMPI-2; Butcher, 2001). The study of Gulf War veterans also
demonstrated strong internal consistency, with an alpha coefficient of .90 and item to
scale correlations ranging from .52 to .80. Moreover, the PCL-C has been used with a
variety of populations and has consistently demonstrated good test-retest reliability and
internal consistency. Campbell and colleagues (1999) found that the PCL-C demonstrated
appropriate test-retest reliability in both standard paper and pencil administration (.96)
and computer administration with a group of non-veteran adults (n = 66). Internal
consistency has ranged from .83 with a group of 160 female undergraduates (SaltersPendneault, 2009) to .96 with female breast cancer survivors (n = 161) (Morril et al.,
2008). The PCL has also been found to have solid internal consistency with other
populations including dually diagnosed HIV patients (Cuevas et al., 2006), with an
internal consistency of .92; people with severe mental illness (Frueh, Cusack, Grubaugh,
Sauvageot, & Wells, 2006), internal consistency .93; substance abusing women
(Harrington & Newman, 2007), internal consistency .92; adult amputees (Phelps et al.,
2008), internal consistency .92; and mothers of children with chronic illness (Stoppelbein
& Greening, 2007), internal consistency .93.
A potential limitation of using the PCL-C is that the reading level has been estimated
to be beyond the level that would be expected of high school graduates (Prins, Kimerling,
Yeager, & Magruder 2010). This may be problematic, especially in a correctional setting
where a lower mean number of years in school is to be expected. However, the wide use
of the PCL-C and its sound psychometric properties make it the most appropriate tool for
assessing concurrent validity in this study.
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The Columbia-Suicide Severity Rating Scale.The Columbia-Suicide Severity
Rating Scale (C-SSRS; Posner et al., 2008) is a psychometrically sound measure
designed to assess for suicidal ideation. The C-SSRS is currently being used by all
branches of the military, and has been implemented in Rhode Island. New York, Georgia,
New Jersey, and Tennessee as a suicide risk assessment measure (Posner et al., 2008). It
has demonstrated sound psychometric properties in use with adolescents and adults
(Posner et al., 2011), and is the instrument recommended by the Food and Drug
Administration (FDA) for use in clinical trials of anti-depressant medication (GassmannMayer et al., 2011).
Using the data from three studies, Posner et al. (2011), examined convergent
validity and internal consistency of the intensity subscale for the C-SSRS. The authors
found the C-SSRS severity subscale was moderately correlated with the clinical cut off
score on the Beck Scale for Suicide Ideation (Beck, Steer, & Ranieri, 1988) (r = 0.52, p <
0.001; effect size = 1.22, n = 472). The C-SSRS intensity subscale containing the
frequency, duration, controllability, certainty, and deterrents items for the most severe
ideation was moderately correlated with the worst-point ideation total score on the Scale
for Suicide Ideation (r = 0.56, p < 0.001; effect size = 1.36, n = 487). Furthermore, there
was a strong relationship between the C-SSRS severity subscale and BDI-II (Beck, Steer,
& Brown, 1996) suicide item, which asks subjects to rate on a 4-point scale their thoughts
of killing themselves (r = 0.80, p < 0.001; effect size = 2.66) The internal consistency of
the intensity ranged between a Cronbach's alpha of 0.94 to 0.73. No information is
available regarding test-retest reliability and this is a limitation of using this instrument.
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The Beck Depression Inventory-II.The BDI-II (Beck et al., 1996) is a 21-item selfreport instrument that measures depressive symptoms. It contains a suicide item that
consists of 4 ratings: a) I don’t have any thoughts of killing myself, b) I have thoughts of
killing myself, but I would not carry them out, c) I would like to kill myself, and d) I
would kill myself if I had the chance. This question has strong face and construct
validity.
The BDI–II has been found to demonstrate high internal consistency with a
Crohnbach’s alpha ranging between .91 and .94 among college students (Beck et al.,
1996; Dozois, Dobson, & Ahnberg, 1998; Osman et al., 1997), psychiatric outpatients,
(Beck et al., 1996; Steer, Ball, Ranieri, & Beck, 1999) and those in a primary care setting
(Arnau, Meagher, Norris, & Bramson, 2001). Furthermore, the BDI-II demonstrates good
test-retest reliability. Leigh and Anthony-Tolbert (2001) reported a correlation of .74
when the BDI-II was administered with a 1 week interval to hearing impaired college
students, and Beck et al. (1996) reported a correlation of .93 between time 1 and time 2
BDI-II administrations to outpatients who were given the BDI-II approximately one week
apart.
The BDI-II has been shown to have convergent validity with other measures of
anxiety. Beck et al. (1996) reported correlations of .93 and .84 between the BDI-II and its
predecessor, the Beck Depression Inventory (Beck, Ward, Mendelson, Mock, & Erbaugh,
1961) in two samples of 191 and 84 outpatients. Furthermore, the authors reported
correlations of .68 and .71 (respectively) between the BDI-II and two other depressionrelated instruments: the Revised Hamilton Psychiatric Rating Scale for Depression
(Hamilton, 1959) and the Beck Hopelessness Scale (Beck & Steer, 1988) . Subsequent
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studies have confirmed that the BDI-II correlates strongly with the BDI in a sample of
psychiatric outpatients (Beck et al., 1996), and a university student sample (Dozois et al.,
1998).
The Beck Anxiety Inventory. The BAI is a 21-item self-report instrument that
measures symptoms of anxiety. Respondents indicate the degree to which they endorse
each symptom of anxiety. Each is rated on a 4-point scale ranging from 0 (not at all) to 3
(severely), and the total scores can range from 0 to 63, with higher scores corresponding
to higher levels of anxiety. The BAI has demonstrated good internal consistency in
psychiatric samples with Crohnbach’s alphas of .92 (Beck & Steer, 1993), and .94
(Fydrich, Dowdall, & Chambless, 1992), and has demonstrated adequate test–retest
reliability (r = .83) after a one week interval (Beck & Steer, 1993).
The BAI has a stronger correlation with measures of anxiety (r = .48) than measures
of depression (r = .25) in the original sample (Beck et al., 1993), however the BAI
correlated significantly with measures of both anxiety (r = .51–.69) and depression (r =
.48 –.56) in a sample of college students (Osman et al., 1997). The BAI has high
concurrent validity with the Symptom Checklist-90-Revised (Derogatis, 1983) Anxiety
subscale (r = .81; Steer, Ranieri, Beck, & Clark, 1993), and moderate concurrent validity
with the Hamilton Anxiety Rating Scale (Hamilton, 1959) in outpatients with anxiety
disorders (r = 56; Beck & Steer, 1991).
The Personality Assessment Screener
The Personality Assessment inventory (PAI, Morey & Boggs, 1991) is an instrument
created to assist in screening for psychopathology, developing diagnoses, and treatment
planning (Morey, 1991). The PAI is often considered to be one of the most appropriate
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instruments for use with the corrections population due to a reported fourth grade reading
level, and scales that measure aggression and antisocial features (Douglas et al, 2001). A
number of studies have determined that the PAI is shown to be valid and reliable in
determining psychopathology in offenders (Douglas et al., 2001; Edens, Hart, Johnson,
Johnson, & Olver, 2000; Rogers, Ustad, & Salekin,1998). Furthermore, the PAI has
demonstrated the ability to provide predictive information regarding inmate behavior
(Edens, Poythress, & Watkins, 2001; Walters, Duncan,& Geyer,2003). Of particular
importance to the current study, the PAI suicide scale (SUI) has shown validity in
measuring suicidality (Rogers, et al.;1998; Wang et al., 1997).
The Personality Assessment Screener (PAS; Morey, 1997) was developed by first
examining items on the PAI that were strongly correlated with the 10 factors determined
to be within the PAI. Items were then added or removed for the purpose of creating
parsimonious scales that maintained acceptable internal consistency while continuing to
correlate with the PAI factor structure (Morey, 1997). The PAS screens for clinically
significant elevations in 10 domains: negative affect, hostile control, acting out, suicidal
thinking, health problems, alienation, psychotic features, alcohol problems, social
withdrawal, and anger control. The PAI was then subjected to further validation studies.
Burns (2001) reports the internal consistency coefficients of the PAS range from .751
to .791 across clinical and non-clinical samples. However in the clinical sample, the
Suicidal Thinking coefficient was at .80 or above. Furthermore, in extensive testing of
convergent validity, the PAS demonstrated strong to moderate correlations with the PAI ,
and demonstrated accurate cutoff scores that indicated a further need for screening for
psychopathology in clinical and nonclinical samples.
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Development of Experimental Scales
After a thorough literature review, the experimental Suicide Potential (see appendix
A) and PTSD (see appendix B) scales were developed in the traditional fashion of using
theory and diagnostic criteria to develop the original item pool. The scales were then
submitted to a panel of expert judges (including the staffs of two treatment facilities, and
two psychologists who are expert in the content) for critique, item addition, deletion, or
modification. No items were recommended for deletion and three additional questions
were recommended. Based on the feedback of this panel, the final additional items were
added to the measures. Of the proposed sample of 400 hundred participants, a pilot study
(n = 100) was conducted to gauge the appropriateness of item inclusion on each scale
based on item to scale correlations and Cronbach’s alpha (Cronbach, 1951). These scales
were administered as part of the collection of normative data for the EPS-C. The
questions that comprise each scale were interspersed within the totality of the EPS-C
questions. Items that did not correlate with the scale at .2 or above and items that reduce
the coefficient alpha to below .70 (Kline, 2005) were removed. The subsequent scale
items were then administered to the remainder of the sample (see appendices C and D.
The scales were administered by graduate students trained in assessment under the
supervision of Dr. Douglas Strohmer, a professor of psychology who is an expert in
psychological assessment and psychometrics. This method of test administration is
consistent with American Psychological Association’s guidelines (Turner, DeMers, Fox,
& Reed, 2001). The scales were administered in a group setting. These procedures were
conducted at tables in the unit’s multi-purpose room, which is set aside for group
activities such as counseling or holding areas for new inmates who are waiting for

36

processing for entry to a new housing area. A member or members of the research team,
who provided directions and remained with the group to assist with any technical
difficulties, and ensure ethical standards were met, but not test completion, administered
the scales to participants. The primary experimental scale administration always occurred
first. Neither participants nor the correctional institution were provided with the content
or results of any test or scale.
Analysis
First, the data were analyzed to determine scale reliability and validity. Reliability was
examined in terms of the scales internal consistency and test-retest correlations. Internal
consistency was determined by using Cronbach’s alpha. Concurrent validity was
established in the computation of the correlation between the PTSD experimental scale
and the PCL-C and between the Suicidality scale and the C-SSRS. Divergent validity was
established by the smaller correlation with other instruments. Second, a comparison of
the sample elevations of the PTSD scale was compared to the prevalence of PTSD in the
general population, as recorded in the DSM-5. Third, the correlation, between the PTSD
experimental scale and the SI experimental scale was derived.
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Chapter 4
Results
This chapter describes and provides a summary of the statistical analyses used to
evaluate the results obtained addressing the previously outlined research questions and
hypotheses. The data were examined using SPSS 21.0 and by hand to ensure accuracy in
data entry, missing values, appropriate ranges and frequencies, and univariate outliers.
Cronbach’s alpha was derived for the post-traumatic stress disorder scale (EPTSD) and
the suicide potential scale (ESUI). Pearson correlations were derived between the
experimental scales and current measures to determine concurrent and discriminant
validity.
Demographics
Participants were informed that the data from the assessment battery they were being
asked to take would be used only for statistical analysis in developing new scales, and
would not be used in evaluation or treatment of any of the participants. All data were
collected confidentially, and no personally identifying information was gathered except
for purposes of informed consent and assessment of validity. The participants were asked
to report their gender, race/ethnicity, age, marital status, sexual orientation. These
demographic characteristics are presented in Table 1 below. Due to additional
demographic questions being added after the initial pilot study (n = 106), not all
categories add up to 100%.
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Table 1
Demographic Information
Gender
Male
Female
Total

Frequency
357
49
406

Percent
0.88
12.10
100.00

Race/Ethnicity
Missing
Latino/Hispanic
Native
Amer/Alskan
Native
Asian
African American
Hawaiian/Pacific
Isle
European
American
Multiracial
Other
Total

Frequency
7
4
7

Percent
1.70
1.00
1.70

2
279
2

0.50
68.70
0.50

87

21.40

13
5
406

3.20
1.20
100.00

Age
Missing
18-23
24-29
30-35
36-41
42-47
48-53
54-59
60+
Total

7
85
93
80
54
37
20
12
4
392

1.70
20.90
22.90
19.70
13.30
9.10
4.90
3.00
1.00
96.60

Marital Status
Missing
Married
Single
Divorced
Separated

17
41
201
26
8

4.20
10.10
49.50
6.40
2.00
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Table 1 Continued
Demographics
Total
Orientation
Missing
Straight
Gay
Lesbian
Bisexual
Total

7
300

1.70
73.9

Frequency
18
269
2
5
6
300

Percent
4.40
66.30
0.50
1.20
1.50
73.90

Pilot Study
A pilot study consisting of 106 participants was first conducted using the entire
question pool (n = 225) of the original emotional problem scales Emotional Problems
Scales- Self Report Inventory (EPS; Prout & Strohmer, 2010) and the experimental scales
(ESUI, n = 8; EPTSD, n = 16, and the alcohol/drug scale n = 27). This was done for
purposes of scale refinement. Through this process items were added and deleted based
on degree of correlation with the item parent or other scale. Items that correlated highly
on more than one scale were removed. In addition, items that did not correlate at a .2 or
greater with parent scale were also removed. The items "My life is pretty good" and "I
have a reason to die," were added to the ESUI scale due to correlations >.4. The final
versions of the ESUI and EPTSD can be found in Appendix 1. It was further determined
that additional demographic questions would be useful for further areas of study. These
questions were then added to the instrument as a whole. The resulting scales and
demographic questions were then administered to 300 more participants and the data
were entered into SPSS 21.
Preliminary Analyses
After entry, the data were re-examined to determine the level of human error in data
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entry if any. Only minor adjustments were needed. The data were then examined
statistically for levels of missing data, and response sets. Of the 406 participants, 15 were
removed due to high levels of missing responses, i.e., greater than 10%, or apparent
response set, with a resulting n of 391. One participant was removed due to an apparent
negative response set. Ultimately, 3.6% of the sample was removed. The participants that
were removed from the study, showed no significant differences from those that
remained.
One of the most efficient ways to obtain unbiased parameters to handle missing data
for scale construction is the Expectation Maximization (EM) procedure (Grahm, 2003).
The EM procedure predicts the most likely values for missing data using a recursive
iterative process. First the data are analyzed; examining standard deviations and means,
and then using a regression method, data are imputed for missing values. In the
expectation process, predicted values are compared between the new and old data. The
process repeats until there is very little change from one iteration to the next (Allison,
2004). This is affirmed as a "best practice" in the field of counseling psychology
(Schlomer, Bauman, & Card, 2010), and therefore was used to address the remaining
missing data. Conducting Little’s test of missingness (1989), demonstrated that the data
were missing completely at random (MCAR) p > .05 as opposed to being related to other
missing data or non-missing data.
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Internal Consistency
Individual questions were examined to assess the equality of distribution (Clark &
Watson, 1995). As to be expected, considering the clinical nature of the constructs being
examined (i.e., suicide potential and PTSD), questions that would denote symptom
severity (e.g., I want to kill myself) were more often answered in the negative. These
items (as were all) were further examined to determine a .2 or greater correlation with its
parent scale as a whole. It was determined that no items needed to be removed on this
basis.
In order to answer part a of research question one and two, internal consistency (see
Table 2) was derived through the use of Cronbach's alpha (Cronbach, 1951), and items
were examined to determine the effect each had on statistical internal consistency. Even
though some items (i.e., I almost always feel different from others [PTSD], My life is
pretty good [suicide – reverse scored]), slightly reduced internal consistency, these items
were left on the scale to ensure it captured the appropriate breadth of the construct and
therefore increased scale validity (Clark & Watson, 1995). The result was strong internal
consistency for both scales with the PTSD measure (EPTSD) having an alpha = .857 and
the suicide potential scale (ESUI) with an alpha = .804. These estimates compare quite
favorably to other clinical measures used to assess pathology.
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Table 2
Internal Consistency
Scale

n of items

Cronbach’s Alpha

ESUI

10

.804

EPTSD
n = 391

13

.857

Concurrent and Discriminant Validity Research Question 1: Is it possible to develop a
scale to assess suicidality that is at an appropriate reading level for a corrections
population and internally consistent and valid (part b)?
Research Question 2: Is it possible to develop a scale to assess post-traumatic stress
disorder that is at an appropriate reading level for a corrections population and
internally consistent and valid (part b)?
A second analysis of the data was conducted in order to examine the concurrent and
discriminant validity of the EPTSD and ESUI scales. An initial sample of 88 participants
completed the experimental suicide potential scale concurrently with the Columbia –
Suicide Severity Rating Scale (C-SRSS), the Personality Assessment Screener (PAS),
Beck Depression Inventory suicide question (BeckSui), and Beck Anxiety Inventory
(BAI) to determine the concurrent and discriminant validity of the scale. The
experimental post-traumatic stress scale was administered to the same 88 participants
concurrently with the Post-traumatic Stress Checklist (PCL) for the purposes of scale
validation. The data were examined using the same procedures as above and 12
participants (13%) were removed due to missing data. The majority of the missing data
was found on the standard scales being used for validity studies so it was decided that a
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more stringent method (i.e., removing participants with any missing data) would be used
to maintain the integrity of the analysis.
Pearson's correlation coefficient demonstrates the relationship of two variables by
examining the covariance of those variables. This procedure was used to compare the
means of the experimental scales and the appropriate validity measures. The correlational
data provided in table 3 demonstrates the relationship the ESUI has with the other
instruments. The ESUI correlated highly (range of r .66 - .78) with the other measures of
suicidality, indicating good concurrent validity. Furthermore, the ESUI correlated less
strongly to the Beck Anxiety Inventory (r = .496), indicating discriminant validity.
Table 3
Correlations
ESUI

CSSRS
.757**

Pas

BeckSu
i
.663**
.688**

BAI

ESUI
r
.786**
.496**
Cr
.757**
.856**
.480**
SSRS
Pas
r
.786**
.856**
.606** .460**
BeckS
r
.663**
.688** .606**
.522**
ui
BAI
r
.496**
.480** .460** .522**
n = 73, r = Pearson Correlation ** Correlation is significant at the 0.01 level (2-tailed).
The correlational data provided in table 4 demonstrates the relationship the EPTSD
has with the Post-traumatic Stress Checklist and the Beck Anxiety Inventory. The
EPTSD correlated highly (range of r =.751) with the PCL, indicating good concurrent
validity. Additionally, the EPTSD correlated less strongly to the Beck a (r = .673) than
the PCL (.755), indicating good discriminant validity. Whereas the EPTSD correlates
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fairly highly with both validity measures, this is not wholly unexpected and will be
discussed in the next chapter.
Table 4
Correlations
EPTSD

PCL
.751**

BAI
.673**
.755**

EPTSD
r
PCL
r
.751**
BAI
r
.673**
.755**
n = 73, r = Pearson Correlation ** Correlation is significant at the 0.01 level (2-tailed).
Chapter Summary
In order to assess the internal consistency of the experimental suicide potential scale
(ESUI) and the experimental PTSD scale (EPTSD), the scales were administered to 406
participants and were ultimately examined using data from 379 participants after
preparing the data for investigation. Both experimental scales demonstrated good internal
consistency as determined by Cronbach's alphas of greater than .80. The suicide potential
scale has an internal consistency of .804 and the PTSD scale has an internal consistency
of .856. This is evidence of good scale homogeneity, and is consistent with other
measures of this nature.
The concurrent and discriminant validity of the EPSUI and EPTSD scales were
determined by assessing the scales’ Pearson correlation coefficient with other
psychological instruments that measure the same construct for concurrent validity and a
less related construct for discriminant validity.
The ESUI was expected to correlate moderately with other currently used measures of
suicide potential. The ESUI correlated highly with the Columbia – Suicide Severity
Rating Scale, the Personality Assessment Screener, and the Beck Depression Inventory –
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II suicide question; to a degree greater than was expected. Furthermore, as expected the
ESUI correlated less strongly to the Beck Anxiety Inventory, a measure of a theoretically
different construct.
The EPTSD was expected to correlate moderately to the Post-traumatic Checklist –
Civilian version (PCL), and to correlate to a lesser degree to the Beck Anxiety Inventory.
The EPTSD correlated highly to PCL, and moderately to the Beck Anxiety Inventory.
Furthermore, the PCL correlated to the Beck Anxiety Inventory to a greater degree than
did the EPTSD.
Overall, both experimental scales demonstrated good reliability and validity. The
reliability of the ESUI and the EPTSD was evidenced by good internal consistency (i.e. <
.80) as measured by Cronbach's alpha. The validity of the scales was evidenced by high
correlations with other measures of the same construct and lower correlations with a
measure of a related but theoretically different construct. The next chapter will contain a
discussion of the implications of these findings, limitations of this study, and
recommended future directions of research.
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Chapter 5
Discussion
Introduction
The current study was developed to assess the feasibility of developing two new scales
to measure psychopathology in offenders. This chapter will first briefly review the
rationale of the study and the methodology of the research. Next, the results and
implications will be discussed. Then the relevance to counseling psychology will be
described. Finally, the limitations of this study and future directions for research will be
explored.
The purpose of this project was to determine if valid scales could be developed to
reliably measure suicide potential and post-traumatic stress disorder in the corrections
population while maintaining a reading level that is appropriate for the majority of this
population. A review of personality inventories currently in use with offenders indicated
that such instruments were generally inappropriate for this specialized population. To
date, no specialized measures of post-traumatic stress or suicide potential have been
developed specifically for offenders nor are current measures based on normative data
obtained on offenders. The current study was undertaken in order to construct self-report
measures of suicide potential and PTSD within the corrections population that are
constructed exclusively for this group, and informed by the special needs of this
population. It is hoped that reliable and valid measures can assist in identifying
individuals who are at risk, classifying such individuals for purposes of mental health
treatment, and measuring treatment outcomes. The two scales are part of a larger project
to develop a multifaceted personality inventory for offenders based on the same design
principles.
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This process of developing the post-traumatic stress scale (EPTSD) and the Suicide
Potential scale (ESUI) followed four main steps. First, scale items were developed based
on a literature review and diagnostic criteria contained in the DSM 5 (APA, 2013), and
modified based on expert opinion. Second, the new items were administered in a pilot
study (n = 106) with the original item pool (n = 225) of the Emotional Problems Scale –
Self-report Inventory (EPS; Prout & Strohmer, 2010) (see Appendix F). Third, the data
were statistically analyzed for purposes of refining the scales by removing and adding
items to increase internal consistency while maintaining the breadth of the scales. Fourth,
the remaining items were administered to an additional 300 participants along with other
instruments with the intent of confirming or rejecting concurrent and discriminant
validity.
Results and Inferences
This research addressed two research questions that were developed to explore the
assessment of PTSD and suicide potential in a corrections population. First, scale
reliability will be discussed jointly, and the results will be compared to the hypothesized
outcomes. Then validity will be discussed for each scale individually, and the results will
be summarized and compared to the original hypotheses. Finally, an explanation of the
results will be provided.
Research Question 1 and Hypothesis 1. Is it possible to develop a scale to assess
suicidality that is at an appropriate reading level for a corrections population and
internally consistent, stable, and valid? Hypothesis 1: The Suicide Potential scale will
demonstrate (a) internal consistency, as evidenced by an alpha coefficient of .80 or
higher; and (b) validity, as evidenced by concurrent validity with the Columbia-Suicide
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Severity Rating Scale (C-SSRS) of .60 or greater, the suicide scale of the Personality
Assessment Screener (PAS) of .60 or greater, and the Beck Depression Inventory II
suicidality question (specifically, a smaller but significant and meaningful correlation),
and discriminant validity as evidenced by a lower correlation with the Beck Anxiety
Inventory (BAI).
Research Question 2 and Hypothesis 2. Is it possible to develop a scale to assess
post-traumatic stress disorder that is at an appropriate reading level for a corrections
population and internally consistent, stable over time, and valid? Hypothesis 2: The Posttraumatic Stress Disorder Scale will demonstrate: (a) internal consistency, as evidenced
by an alpha coefficient of .80 or higher; and (b) validity, as evidenced by concurrent
validity with the Post-traumatic Stress Checklist (PCL), (specifically, a correlation of .60
or higher) and discriminant validity as evidenced by a lower correlation with the Beck
Anxiety Inventory (BAI).
Internal Consistency
Cronbach’s alpha (Cronbach, 1951) is an appropriate statistic to provide an estimate of
clinical scale reliability as determined by internal consistency (Nunnaly, 1978).
Interpretations of appropriate reliability estimates vary widely (Streiner, 2003). In the
past, statisticians such as Nunnaly (1967) deemed reliability estimates as low as .50 or
.60 to be acceptable for research scales. More recently, estimates ranging from .70 to .90
or greater are considered to be a more appropriate range (Bland & Altman, 1997).
Whereas authors such as Bland and Altman (1997) suggest that research scales should
fall in the .70 to.89 range and clinical scales should be .90 or above, others disagree
(Streiner, 2003). For example, Streiner (2003) argues that reliability estimates that meet
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or exceed the .90 criteria may be indicative of the scale that fails to capture the full
breadth of the construct being measured. Therefore, a reliability estimate range of.80 to
.90 was sought for the experimental scales.
The experimental suicide potential scale (ESUI) demonstrated good internal
consistency with a reliability estimate of .804 using Cronbach's alpha. The experimental
PTSD scale (EPTSD) demonstrated good internal consistency with a reliability estimate
of .857. Each of these scale estimates provides evidence of appropriate homogeneity of
the scales. The reliability estimates are within an appropriate range for research versions
of clinical scales recommended in the psychometric literature (Bland & Altman, 1997;
Nunnaly, 1978; Streiner, 2003). The criterion for hypothesis 1, (part a) of research
question 1: “The Suicide Potential scale will demonstrate (a) internal consistency, as
evidenced by an alpha coefficient of .80 or higher” was met. The criterion for hypothesis
1, (part a) of research question 2 “The Post-traumatic Stress Disorder Scale will
demonstrate: (a) internal consistency, as evidenced by an alpha coefficient of .80 or
higher” was met. The ESUI and EPTSD scales demonstrate estimates of sound
measurement properties.
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Validity
The rational – theoretical process of scale development (Clark & Watson, 1995) was
used to derive scale items (e.g., diagnostic criteria and expert opinion) and is likely to
have generated scales with sufficient construct validity (Messick, 1990). To examine
concurrent and divergent validity, established measures of post-traumatic stress disorder
and suicide potential were administered concurrently with the experimental scales in
accordance with recommendations in Messick’s seminal article (1990).
It was hypothesized that the ESUI scale would correlate moderately but significantly
with the following measures used to assess suicidality: the Columbia – Suicide Severity
Rating Scale (C-SSRS ), the suicide dimension of the Personality Assessment Screener
(PAS), and the question on the Beck Depression Inventory –II that specifically addresses
suicidality (BeckSui). It was further hypothesized that the ESUI would correlate less
highly to the Beck Anxiety Inventory (BAI). The rationale behind this hypothesis is that
if the ESUI truly measures suicide potential, then a Pearson correlation should show that
the ESUI and other measurements of suicide potential exhibit a relationship between the
measures as demonstrated by covariance and the ESUI should have a lesser relationship
with an instrument that is not designed to measure suicidality.
The ESUI and the C-SSRS are strongly correlated (.757), at a highly significant level
(p > .001). The correlation with the suicide dimension of the PAS is .786, (p > .001). In
addition ESUI and the BeckSui are significantly and strongly correlated as predicted (p >
.001). This indicates that the ESUI, the C-SSRS, PAS, and BeckSui all appear to be
measuring the same construct. Furthermore, the ESUI has a lower correlation (.496) with
the BAI, a measure of anxiety, which is statistically similar to the relationship the other
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measures of suicidality have with the BAI. It is expected that measures of suicidality will
correlate to some degree with measures of anxiety, as it has been established that anxiety
disorders elevate the risk of suicide (Sareen et al., 2005). The difference in strength of
correlation indicates that the ESUI is likely measuring suicidality to a greater degree than
symptoms of anxiety. The criteria for hypothesis 1 part (b) of research question 1: “The
Suicide Potential scale will demonstrate … (b) validity, as evidenced by concurrent
validity with the Columbia-Suicide Severity Rating Scale (C-SRS) of .60 or greater, the
suicide scale of the Personality Assessment Screener (PAS) of .60 or greater, and the
Beck Depression Inventory II suicidality question (specifically, a smaller but significant
and meaningful correlation), and discriminant validity as evidenced by a lower
correlation with the Beck Anxiety Inventory (BAI)” was met. This suggests that the ESUI
is likely a valid measure of suicide potential in the corrections population.
It was hypothesized that the EPTSD scale would correlate moderately but significantly
with the Post-Traumatic Checklist-Civilian version (PCL), a measure of post-traumatic
stress disorder. It was further hypothesized that the EPTSD would correlate less highly,
but still significantly, to the Beck Anxiety Inventory. The rationale behind this hypothesis
is that as the EPTSD is a measures post-traumatic stress disorder, then a Pearson
correlation will show that the EPTSD and the PCL exhibit a relationship as demonstrated
by covariance, and the EPTSD will have a lesser relationship with an instrument that is
not designed to measure PTSD.
The EPTSD and PCL show a strong correlation of .751 (p > .001). This suggests that
the EPTSD, PCL are measuring the same construct. As hypothesized, the relationship
between the EPTSD and the BAI was significant (p > .001), at .469, but much weaker
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than the correlation with the PCL.
It was expected that there would be a correlation between measures of post-traumatic
stress disorder and anxiety, as these two constructs contain similar symptoms. Until
recently (i.e., 2013), post-traumatic stress disorder (PTSD) was categorized by the
American Psychiatric Association as an anxiety disorder (APA, 2013). Currently one of
the main distinctions noted regarding differential diagnosis between PTSD and anxiety
disorders is that anxiety disorders are not related to a traumatic event (APA, 2013).
Otherwise symptoms such as intrusive thoughts, avoidance, and irritability are shared by
both constructs of PTSD and anxiety disorders.
The criteria for hypothesis 2 part (b) of research question 2: “The Post-traumatic
stress disorder Scale will demonstrate: … (b) validity, as evidenced by concurrent
validity with the Stress Checklist –Civilian (specifically, a correlation of .60 or higher)
and discriminant validity as evidenced by a lower correlation with the Beck Anxiety
Inventory (BAI).” was met. This indicates that the EPTSD is likely a valid measure of
post-traumatic stress disorder within the corrections population.
Implications and Applications of the ESUI and EPTSD
The ESUI and EPTSD are the first scales measuring suicidality potential and posttraumatic stress disorder, which have been developed using participants who are part of
the corrections population. As part of a larger assessment instrument (i.e., the Emotional
Problem Scales –Corrections), the ESUI and EPTSD may be used with offenders as
similar scales are now used with non-offenders. Applications of particular relevance to
the corrections population include diagnostic screening, treatment planning, and research
on treatment outcomes.
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As diagnostic screening measures, the ESUI and EPTSD may facilitate the provision
of mental health services to offenders who are just entering the penal system, or those
who have experienced a change of mental health status. The current dearth of appropriate
mental health measures is likely to have played a key role in the assessment failures that
have led to untreated mental health issues within prisons and jails (Ojp.usdoj.gov, 2013).
The ESUI and EPTSD may be helpful in rectifying this situation by providing
information concerning the current mental health of arriving inmates. Furthermore,
stressful conditions in prison, may lead to deterioration in inmate mental health (Jacoby
& Kozie-Peak, 1997), necessitating continuing assessment. In cases such as these, the
ESUI may be especially valuable. An indication of psychopathology as measured by
these scales could inform prison staff of the need to provide mental health care, and/or
housing that would facilitate increased monitoring and improved mental health care
treatment. Additionally, the process used to create the ESUI and the EPTSD is likely to
make the scales more easily understood by, and administered to, the corrections
population at all phases of incarceration.
Differences in scale elevations may also aid in treatment planning. Once the presence
and degree of psychopathology is determined by the administration of the ESUI and the
EPTSD, specific individuals can be selected to receive the most appropriate intervention.
As treatment progresses, the scales can be utilized to gauge the effectiveness of the
current course of treatment, and thereby allow for adjustment as needed to best serve the
individual.
The ESUI and the EPTSD may also be used as outcome measures for interventions
with mentally ill offenders. This is especially pertinent considering the current lack of
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instruments tailored to this population. This lack of instrumentation limits not only the
assessment of psychopathology with offenders, but also the assessment of the
effectiveness of psychological interventions used to address mental illness within the
offender population. Therefore it is to be hoped that the introduction of these new
measures may serve to fill both the needs.
In summary, the research presented here outlines the development of two new
psychometrically sound scales that will be useful in assessing and guiding mental health
treatment for individuals within the correctional system, as well as evaluating the
effectiveness of applied treatment programs for these individuals. These instruments have
the potential to serve many functions. The scales may serve to reduce human suffering
within the traditionally underserved population of inmates. Furthermore, appropriate
mental health treatment is likely to decrease disciplinary problems which currently
impact the safety of prison staff (Ditton, 1999). Additionally, appropriate mental health
treatment has been shown to be effective in reducing recidivism (Baillargeon,
Binswanger, Penn, Williams, & Murray, 2009; McNiel & Binder, 2007). Such a
reduction will not only help offenders and their families, but also reduce future
victimization of the community at large.
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Relevance to Counseling Psychology
Prisoners are arguably one of the most underserved populations. By law many
prisoners are stripped of the civil rights afforded the rest of the population. All are
separated from their environmental and social supports. Traditionally, those of lower SES
and minorities are more likely to be incarcerated. The prevalence of mental illness within
the incarcerated population is much higher than in the non-incarcerated population. Yet
recent court cases demonstrated that there is a consistent failure to properly assess and
treat individuals in jails and prisons (Ojp.usdoj.gov, 2013). Few populations need
services such as assessment, mental health treatment, and perhaps most importantly,
advocacy, to the degree needed by prisoners; all skills for which the profession of
counseling psychology is well known.
Social justice is one of the pillars of counseling psychology (Sue et al., 1998).
According to Vera and Speight (2003), “a social justice perspective emphasizes societal
concerns; including issues of equity, self-determination, interdependence, and social
responsibility” (p. 254). Vera and Speight (2003) argue that issues of social justice must
be addressed through more than counseling and psychotherapy alone. Indeed many
counseling psychologists call for the profession to become involved in indirect services
such as improving access to resources, protecting human rights, and encouraging social
equality (Atkinson, Thompson, & Grant, 1993; Lewis, Lewis, Daniels, & D’Andrea,
1998).
The development of the ESUI and EPTSD scales provide avenues for counseling
psychologists to take to address the problems with mental health treatment in jails and
prisons. These new measures will provide a means of accurately determining the
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prevalence of post-traumatic stress disorder and the suicide potential within the
correctional system. In addition, the scales can be used to gauge how effective current
treatment is at ameliorating the distress of offenders suffering from these forms of
psychopathology. Furthermore, these scales provide a method to evaluate and aid in the
design and refinement of new treatments, as they can be used as pre-test and post-test
measures to provide information regarding treatment efficacy. Finally, the ESUI and
EPTSD can be a means of developing data that can be used by counseling psychologists
for the purpose of outreach. Not just to prison officials, but to the community at large in
an effort to secure proper treatment of incarcerated individuals.
Limitations
The ESUI and EPTSD demonstrate good reliability, concurrent validity, and
discriminant validity. These scales appear to be appropriate for use within the corrections
population; however as with any measure of psychopathology, the scales are not without
limitations. Limits include the limited diversity within the normative sample, the lack of
empirical correlates for scale elevations, lack of the ability to test the entire corrections
population due to participant literacy below even the reading level these scales and the
potential inappropriateness of instruments used to determine concurrent validity.
The demographic characteristics of the sample used for norming the ESUI and EPTSD
do not allow for generalization to the incarcerated population as a whole. The sample on
which the scales were normed was largely African American and located in a midsouthern metropolitan area. Whereas African American men are overrepresented in the
prison system in comparison to percentage of African American men in the country, the
largest percentage of the incarcerated population is Caucasian (Nicosia, MacDonald, &
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Arkes, 2013). Furthermore, minorities other than African Americans are severely
underrepresented in the available sample. As with any psychological test, populations
with dissimilar characteristics may lead to different test results.
Whereas the diagnostic criteria used to develop the ESUI and EPTSD would in theory
lead to the ability of scale elevations to predict severity of symptom endorsement, this
remains to be seen in practice. Since the diagnostic criteria were based on the general
population, and there is a paucity of research on how suicidal ideation and post-traumatic
stress symptoms manifest in prison, it is unknown if empirical correlates such as behavior
ratings will compare between the two groups. As of now, predictive validity must be
considered limited.
The high prevalence of intellectual disability coupled with the generally lower rates of
educational attainment within the offender population ensures that no test, or scale, will
be appropriate for the entire prison population. Despite the concerted effort to make the
ESUI and EPTSD scales as easily understandable and as low a reading level as possible,
even these scales will unfortunately be beyond the capabilities of some individuals in
jails and prisons. Individuals who for whatever reason are unable to comprehend the
subject matter may engage in random responding or decline to complete the instruments.
Finally, the lack of current instruments developed for offenders led to the use of
comparison instruments that may not be accurate measures for those in prison. Elevated
reading levels, and different original norming samples with these comparison instruments
may make them less able to assess the constructs of interest wholly and properly. The
special circumstances and environment of prisoners make the transferring of a scale
developed for non-prisoners particularly problematic in this case (Correia, 2000; Mills &
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Kroner, 2005; Perry, 2005) as the knowledge of how these constructs manifest within the
offender population is limited. For example, suicide and PTSD are often associated with
feelings of guilt (Najavits, 2002; Wingate et al., 2004), and prisoners are more likely than
the average population to endorse feelings of guilt and being punished (Perry, 2010). This
is likely to affect the sensitivity and accuracy of instruments when used with this
population (Correia, 2000). Furthermore, over half of inmates did not graduate from high
school prior to incarceration, and over 14% enter prison after having only completed the
6th grade or less (Harlow, 2003). In their seminal article on scale development, Clark and
Watson (1995) stated, “the language should be simple, straightforward, and appropriate
for the reading level of the scale's target population” (p. 312). Therefore, current
personality instruments may not be appropriate for determining psychopathological
issues in the offender population due to inappropriate reading level and a lack of norms
for prisoners. Although the ESUI and EPTSD show high correlations with these
measures, further investigation is still needed to determine the accurate level of external
validity endorsed by each scale.
Future Research
The research presented in this study revolved around the development and validation
of two scales measuring suicide potential and post-traumatic stress disorder within a
corrections population. The overarching question as to whether it is possible to develop
valid and reliable scales for offenders has been answered affirmatively. The ESUI and
EPTSD can each be considered reliable in terms of internal consistency, and show good
concurrent and discriminant validity with other measures of post-traumatic stress and
suicide potential.
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Future research is needed to further develop the scales and clarify several issues.
These issues include developing cutoff scores, additional normative studies, the
development of empirical correlates for scale elevations, and further validation studies.
Potential methods of addressing these issues will be discussed in the following
paragraphs.
Further data analysis is required to determine appropriate cutoff scores so as to
discriminate between those with and without suicide potential and post-traumatic stress
disorder. This is an area of research that can begin immediately. However, care must be
taken to differentiate between population differences as further norming studies are
conducted to increase generalizability. Cutoff scores may be derived by examining
standard deviations within an appropriate sample.
To increase the generalizability of the scales, additional data must be gathered in
multiple locations. These locations should be representative of the prison population as a
whole, and not limited to a small sampling of locations. Furthermore, care must be taken
to gather enough data across individuals who are demographically dissimilar to compare
group differences if any. This process will increase the utility of the scales across the
corrections population.
At this time it is unknown if suicide potential and post-traumatic stress disorder
manifest within the offender population in the same manner as with the non-offender
population. Potentially, the best way to determine if this is the case will be through
examining the behavior of individuals who elevate on one or both scales. This can be
done by recording observations of those in contact with the incarcerated individuals in a
standardized fashion. Not only will this assist in determining the predictive validity of the
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scales, it may assist in the identification of psychopathology in those for which the scales
are not an appropriate measure. Individuals with a degree of intellectual disability or lack
of literacy that prevents them from utilizing the current instruments, may exhibit a pattern
of behavior that is currently unidentified, yet indicative of post-traumatic stress disorder
and/or suicide potential.
Further research that involves administering the ESUI and EPTSD scales concurrently
with other instruments may increase confidence in estimates of concurrent and
discriminant validity. Whereas no current instruments are entirely suitable for the
incarcerated population, this is a problem inherent in the development of any novel
instrument. Correlations with other measures of suicide potential and post-traumatic
stress disorder will serve to increase the confidence in the validity of the new scales.
Eventually, this process will also provide information regarding incremental validity.
It is hoped that the ESUI and EPTSD scales will prove useful in identifying offenders
endorsing symptoms of suicide potential and post-traumatic stress disorder. Such utility
will go far in providing appropriate treatment, allocation of resources, and evaluation of
programs and research. Further research on validity, empirical correlates, and with a
more diverse population, remains to be conducted.
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Appendix A
Suicidality Scale*
1 I have a reason to die

True

False

2 I have attempted suicide

True

False

3 One of my family members committed suicide

True

False

4 I have thoughts of killing myself

True

False

5 Others would be better off if I were dead

True

False

6 I like myself (R)

True

False

7 I feel that nobody cares for me

True

False

8 I think about killing myself

True

False

9 My life is generally pretty good (R)

True

False

*Questions are interspersed throughout the EPS-C
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Appendix B
PTSD Scale*
1 I almost always feel different from others

True

False

2 I feel separate from others and my surroundings

True

False

3 I can’t sit with my back to people

True

False

4 I keep remembering a bad event

True

False

5 Seeing or hearing certain things remind me of something bad
from the past
6 I am very jumpy

True

False

True

False

7 Sometimes I hate myself

True

False

8 I don't like who I am

True

False

9 I get angry with people too quickly

True

False

10 I feel like a failure in life

True

False

11 I am not worth much

True

False

12 There is something missing in me

True

False

13 It is easy for me to stay relaxed (R)

True

False

14 I am easily bothered by things

True

False

*Questions are interspersed throughout the EPS-C

90

Appendix C
ESUI
I have a reason to die

True

False

2

I have attempted suicide

True

False

3

One of my family members committed suicide

True

False

4

I have thoughts of killing myself

True

False

5

I hear strange things when I am alone

True

False

6

It is easy for me to make decisions *

True

False

7

I am not worth much

True

False

8

I think about killing myself

True

False

9

I don’t like myself much

True

False

10

I hear things that others don’t hear

True

False

1

*Reverse scored
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Appendix D
EPTSD
True

False

It’s often my fault when bad things happen.

True

False

3

I wish I could change myself.

True

False

4

Sometimes my thoughts scare me.

True

False

5

I have seen something horrible.

True

False

6

I almost always feel different from others.

True

False

7

I wish I were different.

True

False

8

I feel separate from others and my surroundings.

True

False

9

I can’t sit with my back to people.

True

False

10

Seeing or hearing certain things remind me of something bad
from the past.
I keep remembering a bad event.

True

False

True

False

1

I am very jumpy.

2

11

92

Appendix E
Recruitment Script
Gentlemen/Ladies,
Researchers from the University of Memphis are looking for volunteers for a
research study. The purpose of this study is to modify a test that can better
provide mental health services to those in prison. To do this they need to gather
information about how people in prison answer test questions. If you decide to
participate, you will be asked to complete a series of psychological tests. The tests
will take about 2 hours to finish. You will be able to ask questions about how to
complete the tests, but not about test questions themselves. There are no apparent
risks associated with your participation, but you may experience fatigue or
psychological discomfort as a result of participating. Participation is completely
voluntary, and if you choose not to participate or decide to stop participating at
any time, there will be no negative consequences or punishment. If you choose to
participate you will not receive any special privileges or considerations. You will
receive a notebook and pen for participating. If you would like to participate
please see me to schedule a time. Thank you.
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Appendix F
Original Item Pool
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38

People like me
I am a patient person
I feel sad a lot of the time
I hate myself
People often tell me to calm down
People are rarely mean to me
I still enjoy most things
I feel like a failure in life
It is easy for me to keep my cool
I like to use a different kind of drug or have a different kind of drink each time
I am anxious about what people think of me
The future looks good for me
I get into a lot of trouble
I rarely get mad at other people
I would be better off dead
It is easy for me to stay relaxed.
I often feel left out of things
Sometimes I leave things in a mess
Other people pick on me
I am loved
I have mood swings
I feel like crying a lot of the time
It is easy for me to make decisions
It is often my fault when bad things happen
I often think about things over and over
I rarely feel unhappy
I like everyone
I usually feel calm
I have a reason to die
I wake up feeling good in the morning
I have seen something horrible
In the morning I am very anxious about the rest of the day
I wish people liked me more
I never get angry
My feelings change very quickly
Sometimes my vision turns upside down
Sometimes I feel I am all alone
Sometimes I can't stop myself from saying bad things

94

39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79

I am a quiet person
People have been injured as a result of my drinking or drug use
My future is hopeless
Sometimes I see things and they go away
I have quit using alcohol or drugs several times in the past
I am a helpful person
I rarely feel gloomy
I rarely get upset
I have a good, clear mind
Sometimes I hate myself
Sometimes I feel like throwing up when I get nervous
Strange things happen to my body
I think I am an important person.
Alcohol or drugs has caused my problems with the law
I like to take my time with my work
People know the real me
I feel lonely
I often get mad
I don't like who I am
I am often tired
I often have trouble deciding what to do
I lack confidence.
I always tell the truth
When things go wrong, I can stay calm
I never argue
I have a lot to look forward to
When things don't go my way I lose my temper
I can't stop thinking about sad things
I am always nice to everyone
I don't worry about what others will say to me
I like to be around other people
I am a bad person
My nerves are shot
Sometimes I put off things I should do
I almost always
I have never been bad
It's often my fault when bad things happen
I have lost someone or something important recently
I have some bad habits
I like the way I look
I worry about doing things wrong
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80
81
82
83
84
85
86
87
88
89
90
91
92
93
94
95
96
97
98
99
100
101
102
103
104
105
106
107
108
109
110
111
112
113
114
115
116
117
118
119
120

I have lots of energy
I rarely have crazy dreams
I am useful
I hear things that others don't hear
I rarely have crazy thoughts
I feel good in the morning
It is easy for me to keep my mind on work
I like to get even with people
I hate the way I look
I am not worth much
I am a good person
I almost always know where I am
I rarely get into fights
Sometimes I feel so upset that I want to throw things and break things
Sometimes my thoughts scare me
I often do things without thinking
I never lie
I wish I could change myself
I have been to an AA, NA or CA meeting
Sometimes I feel like hitting something
Alcohol or drugs has caused my problems with my family
I have never been in trouble
I have gotten into trouble because of my temper.
Sometimes I don't sleep for days
I usually finish the things I start
I see crazy things other people don't see
I feel nervous a lot
It is easy for me to sit still
It is usually easy for me to do my work
I am to blame for my problems
Sometimes I see in black and white
People always lie to me
I often smell strange things
My mind is OK
Sometimes I do things I shouldn't do
I feel comfortable around lots of people
Doing new things makes me nervous
I feel separate from others and my surroundings
At times I wish I were dead
I am a happy person
I hate people
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121
122
123
124
125
126
127
128
129
130
131
132
133
134
135
136
137
138
139
140
141
142
143
144
145
146
147
148
149
150
151
152
153
154
155
156
157
158
159
160
161

I find it easy to pay attention
I will never be much of anything
I am a nice person
I am a good listener
I have never done embarrassing things I didn't remember
people like to be with me
Most people are good
I usually have a good reason for doing things
My appetite is pretty good
I am good looking
I often lie in bed and worry about things
I worry about my work
I can usually control myself
I don't like myself much
I am a very strange person
I have been in a physical fight as an adult
I would like to kill myself
I rarely get restless
I have never gotten in trouble because of alcohol or drugs
Sometimes I just blow up
I rarely worry about the future
When I get mad, I say nasty things
I am just like everyone else
Others find me easy to get along with
I worry about a lot of things
I wish I could change the way I look
Someone slipped me a mickey when I was younger
I wish I were different
People understand me
Someone else controls my mind
I like being in crowds
Sometimes I don't know where I am
I get along well with people
I can use my mind to control others
My future looks good
I can’t sit with my back to people
I have an alcohol or drug problem
I have trouble falling asleep
Sometimes I am jealous of others
I keep remembering a bad event
I feel dead inside
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162
163
164
165
166
167
168
169
170
171
172
173
174
175
176
177
178
179
180
181
182
183
184
185
186
187
188
189
190
191
192
193
194
195
196
197
198
199
200
201

People understand what I am trying to say
Seeing or hearing certain things remind me of something bad from the past
I have trouble sticking to a limit once I start drinking or using a drug
I have attempted suicide
People would be better off if they listened to my advice
I am very jumpy
I rarely feel tense
Most people have a few drinks or take something to help them get through the
week
One of my family members committed suicide
People like me
People say I am a hothead
I have the same dream over and over
I worry about what is going to happen
My mind sometimes leaves my body
I am always in a good mood
I worry that someone will tell me that I am doing things the wrong way
I almost always look forward to the next day
I worry more than other people
I am always messing things up
I do and say things when under the influence of alcohol or drugs that I wouldn't
do sober
I find it hard to wait for things
I feel I am losing my mind
I am a responsible person
Other people say I am crazy
I lose my temper easily.
I like the way I am
I feel bad when others get hurt
When I get angry, I calm down easily
I rarely act crazy
I rarely lose control of my self
People are out to get me
I need to do something to relax before meeting new people
I am a nervous person
Sometimes I feel like killing other people
Sometimes I can't stop myself from saying bad things
Other people make fun of me
I feel useful
It is easy for me to make up my mind
I have reduced my drug or alcohol use
I like myself
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I am often in a bad mood
I have thoughts of killing myself
The morning after partying, I would rather be alone
Sometimes I don't know who I am
I get angry a lot
Sometimes I feel like I can't control myself
I worry about what others will say to me
I can keep my mind on my work
I feel anxious a lot
Nobody really understands me
I am usually successful at things I try
My life is generally pretty good
I like myself
I usually don't worry about things
i am afraid of alot of little things
Evil forces control me
I get angry with people too quickly
Most people think I am an interesting person
I wonder if I am a bad person inside
Sometimes I am out of control
I feel life is worth living
I have trouble getting my work done.
I usually think things through before doing it
I worry too much
I hear strange things when I am alone
I sleep very well
I have a bad temper
It is easy for me to fall asleep
I wish I weren’t so nervous
Sometimes my heart beats very fast
Alcohol or drugs has caused my problems with my job
Most people are kind and helpful
I have broken my own promises to myself about when, where, or how much I
use drugs or alcohol
People understand me
I usually know how to do things
I find it easy to stay calm
Others would be better off if I were dead
Almost everyone is against me
I usually know why I do things
I sometimes forget things
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It is easy for me to control my feelings
I usually understand the things I say
I am a stupid person
I am a failure
I am always good
I am easily bothered by things
I have been arrested because of alcohol or drug use
I get bored easily
I am good at a lot of things
Sometimes I get too excited
Other people shouldn't be hurt.
I have lied to get out of trouble
People have never lied about my drinking or drug use
I feel that nobody cares for me
I am not crazy
I think about killing myself
I rarely worry about being sick
I have fun most of the time
People appreciate me
There is something missing in me
It has been a long time since I have broken something when I am sad
A lot of times, I don't feel like doing anything
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Hello,
The University of Memphis Institutional Review Board, FWA00006815, has reviewed
and approved your submission in accordance with all applicable statuses and regulations
as well as ethical principles.
PI NAME: Rosaire Daigle
CO-PI: Douglas Strohmer and Chris Packard
PROJECT TITLE: Emotional Problems Scale use in a Correctional Setting
FACULTY ADVISOR NAME (if applicable): Douglas Strohmer
IRB ID: #2159
APPROVAL DATE: 5/17/2013
EXPIRATION DATE: 5/16/2014
LEVEL OF REVIEW: Full Board
Please Note: Modifications do not extend the expiration of the original approval
Approval of this project is given with the following obligations:
1. If this IRB approval has an expiration date, an approved renewal must be in
effect to continue the project prior to that date. If approval is not obtained, the
human consent form(s) and recruiting material(s) are no longer valid and any
research activities involving human subjects must stop.
2. When the project is finished or terminated, a completion form must be completed
and sent to the board.
3. No change may be made in the approved protocol without prior board approval,
whether the approved protocol was reviewed at the Exempt, Exedited or Full Board
level.
4. Exempt approval are considered to have no expiration date and no further review
is necessary unless the protocol needs modification.
Approval of this project is given with the following special obligations:
Thank you,
Ronnie Priest, PhD
Institutional Review Board Chair
The University of Memphis.
Note: Review outcomes will be communicated to the email address on file. This email
should be considered an official communication from the UMIRB. Consent Forms are
no longer being stamped as well. Please contact the IRB at IRB@memphis.edu if a
letter on IRB letterhead is required.
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Principal Investigator: Rosaire Daigle
Study Title: Appropriate Assessment in the Correctional System
Institution: University of Memphis
The following information is provided to inform you about the research project and your
participation in it. Please read this form carefully and feel free to ask any questions you
may have about this study and the information given below. You will be given an
opportunity to ask questions, and your questions will be answered. Also, you will be
given a copy of this consent form. Your participation in this research study is voluntary.
You are also free to withdraw from this study at any time.
You can choose not to participte or withdraw from participation without penalty or any n
egative consequences. In the event new information becomes available that may affect
the risks or benefits associated with this research study or your willingness to participate
in it, you will be notified so that you can make an informed decision whether or not to
continue your participation in this study.
For additional information about giving consent or your rights as a participant in this
study, please feel free to contact the IRB at 901-678-2533 or email irb@memphis.edu.
1. Purpose of the study:
You are being asked to participate in a research study because the researchers are
trying to modify a test that can better provide mental health services to those in
prison. To do this we need to gather information about how people in prison
answer test questions. Our hope is to develop a new instrument designed to
specifically assess the mental health concerns of incarnated individuals. This we
hope would give mental health professionals information that would help them
provide effective treatment to prisoners.
2. Description of procedures to be followed and approximate duration of the study:
You will be asked to complete a series of psychological tests. The tests will take
up 3 to 4 hours to finish. You will be able to ask questions about how to complete
the tests, but not about test questions themselves. All information collected from
your participation will be keep strictly confidential, will not become part of your
record, and collected confidentially.
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This testing is not part of the intake process, and is strictly voluntary.
3. Description of the discomforts, inconveniences, and/or risks that can be
reasonably expected as a result of participation in this study:
There are no apparent risks associated with your participation, but you may
experience fatigue or psychological discomfort as a result of participating. If you
do experience any psychological discomfort during or immediately after
participation, or as a result of participation sometime in the future, you should
complete the prison mental health self-referral form. This form will provide you
will the opportunity to discuss your concerns with a mental health professional
located at the prison.
4. Compensation in case of study-related injury:
U of M does not have a fund set aside for compensation in the case of study
related injury.
5. Anticipated benefits from this study:
a) The potential benefits to science and humankind that may result from this study are
better health care services provided for inmates.
b) The potential benefits to you from this study are none.
6. Alternative treatments available: This refers to biomedical research where another
substance or device already exists which could be used to treat the condition
being studied.
7. Compensation for participation:
You will receive a calendar /notebook.
Circumstances under which the Principal Investigator may withdraw you from
study participation:
You may be withdrawn from the study if you request to be withdrawn, decide to
stop participation, or are disruptive or threatening to other inmates, staff, or
researchers.

8. What happens if you choose to withdraw from study participation:
If you decide to withdraw you will be returned to your normal housing unit with
no repercussions. Your individual level of participation will not be discussed with
correctional center staff or management.
Contact Information. If you should have any questions about this research study
or possible injury, please feel free to contact Rosaire Daigle at 678-5466 or my
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Faculty Advisor, Dr. Douglas Strohmer at 678-5466, questions regarding the
research subjects’ rights, the Chair of the Institutional Review Board for the
Protection of Human Subjects should be contacted at 678-2533.
9. Confidentiality. All efforts, within the limits allowed by law, will be made to keep
the personal information in your research record private but total privacy cannot
be promised. Your information may be shared with U of M or the government,
such as the University of Memphis University Institutional Review Board,
Federal Government Office for Human Research Protections, Shelby County
Detention Center Mental Health Services, if you or someone else is in danger, you
state intent to escape, or if we are required to do so by law.
10. STATEMENT BY PERSON AGREEING TO PARTICIPATE IN THIS STUDY
By signing below, I attest that I am above 18 years of age or older. I have read
this informed consent document and the material contained in it has been
explained to me verbally. I understand each part of the document, all my
questions have been answered, and I freely and voluntarily choose to participate
in this study.

Date

Signature of Research Participant

Name of participant: ____________________________________
Printed Name of Research Participant ____________________________________

Consent obtained by:

Date ________________

Signature _________________________
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